INTRODUCTION
The great improvements in outcome of breast cancer (BC) management in High Income Centers (HIC) is credited largely to early diagnosis which accompany widespread awareness and uptake of screening. The improvement in survival experienced in such centers is transforming BC to just another chronic illness with focus of management now shifting towards coping with long term survival. In contrast, BC remains a catastrophic illness in Low and Middle Income Centers (LMIC); the top 10 highest mortality rates from breast cancer are recorded in LMIC and Nigeria is third on the list (1) .
In Nigeria, the failure being experienced in BC control is not from inactivity. Awareness is expected to vary inversely with the duo of late presentation and poor outcome hence enormous resources is expended on awareness boosting programs (2) (3) (4) (5) (6) as the bedrock of the fight against BC. Yet the high rate of late of presentations persists (7, 8) .
Despite increasing reports of growing awareness of BC as an entity (5, 7, 8) and equivocal but seemingly upbeat levels of other awareness subthemes (3, (9) (10) (11) (12) , tertiary centers in Nigeria continue to receive patients at late stages when treatment is least rewarding (13) . A recent report from Northern Nigeria reported 99% late presentation (14) . This paradoxical trend of both growing awareness and persisting late presentation coupled with reports suggesting other competing drivers of late presentation question the "theory of poor awareness" as the foremost driver of the persistent late presentations.
Therefore, the aim of this review was to assess the level of awareness of BC and what still constitutes poor awareness of BC among Nigerian populace by aggregating available data on breast cancer awareness or knowledge. Unveiling the true role of awareness and defining the relationship between the levels of its subthemes will guide allocation of resources, design of specific campaign slogans and development of guidelines for breast-cancer-risk groups and health-care workers interactions. Quality assessment and data extraction: Quality assessment preceded data extraction. Both processes employed specially designed forms. The data extraction form collected information about level of awareness of BC as an entity, awareness and performance of screening, knowledge of symptoms and risk factors of BC, awareness of severity of BC and awareness of benefit of screening and early detection. The detailed electronic search, quality assessment and data extraction were conducted independently by two separate reviewers (ASO and AHJ) after initial training pilot sessions. The results obtained by the independent reviewers were harmonized. A third reviewer, OSA, was the tie-breaker. The quality assessment form was adapted from the STROBE statement checklist for observational studies (15) to suit the review requirements. Reviewers were not blinded to authors of the articles.
METHODS
Analysis: Extracted data were imputed into SPSS v16 and R version 3.2.2 statistical package. Weighted percentages of the level of various concepts were calculated. Results were presented in descriptive statistics using SPSS v16 and R statistical software. The report was presented according to the PRISMA recommendations (16) .
RESULTS
The detailed online electronic search using the elected keywords/MeSH terms yielded a total initial hit of 413 articles of which 18 were duplicates. Sixty-two articles were eligible after the initial title and abstract review and snowballing/hand-searching. Among the 62, fortynine were available in full on-line; one of the 49 article was stored and reviewed as two independent articles with two separate groups of respondents (17) because of its method and reporting pattern. Correspondence with two responsive authors yielded three articles but only two were eligible for inclusion after review of the full articles, making a total of 52 full articles. Five authors did not respond, and five could not be reached (Figure 2 .). One of the 52 full article was excluded after full article review because it was difficult to aggregate and extract data for this review (9) (Figure 1 The minimum number of subjects in any one study was 18 conducted among medical students, and the maximum was 2048 conducted among rural dwellers. Only two of the surveys included males; one included both sexes, 99 of whom were males (18) and the other was conducted solely in 217 married men (66) . Overall, the youngest respondent was 12 years old while the oldest was 86 years old. Twenty-five surveys (45.7% of respondents) were 12-50 years, 19 studies (26.8% of respondents) were 12-70 years and 7 surveys (25.7% of respondents) were 12-86 years. Eighteen of the studies were conducted in rural settings, 26 in urban settings and 7 in semi-urban settings. Regarding distribution among the three major tribal units in Nigeria, 27 of the studies were conducted among the Yorubas-mainly Southern states, 15 among Igbos-mainlyEastern states and 9 among the Hausas-mainly Northern states. The quality assessment showed that the period of study was not stated in 52% of the studies. In 44%, there was no explicit question to establish the level of awareness of breast cancer as a disease entity before further questioning (Table 3 ). All the studies specified their aim but relevance of the study was not clear in some studies, and sample size justification was lacking in many of the studies (Table 2 ). Overall, one study was rated excellent quality (quality assessment of 100%), 22 studies were rated high quality (quality assessment score of more than 80-99%), 18 studies were rated moderately high quality (quality assessment score between 70% and 79%) and 8 were rated marginal quality (quality assessment score of between 60% and 69%) (Table3). However, one of the studies was rated low quality (quality assessment score less than 60%. The mean(±SD) level of awareness of breast cancer as a disease entity was 85.7±16.3%, the mean level of awareness of breast selfexamination and mammography as methods of screening for breast cancer were 73.36.3 ± 24.1% and 48±20.1 respectively. The knowledge of risk factors for breast cancer was higher than the knowledge of symptoms. The percentages of respondents who performed breast selfexamination regularly as screening procedure were higher than those who performed mammography (Table 3) as recommended in practice for the appropriate age brackets.
The scatterplot (Figure 2) shows a high level of awareness of the entity, high level of knowledge of fatality, mid-range level of knowledge of clinical features and risk factors and low level of sense of susceptibility and performance of screening procedures. The levels of all subthemes of awareness were higher among the health care workers. (5) 0
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DISCUSSION
The rate of late presentation of BC has remained persistently high in Nigeria despite growing awareness. The leading cause of the late presentation is becoming contentious; the reasons competing for dominance are lack of awareness, fear of treatment coupled with non-acceptance of treatment or preference for alternative therapy, poverty and ignorance. In a study by Khan et al (19) among Pakistani women, the highest ranking reason for late presentation was preference for alternative care, while in a study by Goncalves et al(20) among Brazilian women, the most frequent barriers responsible for delays in breast cancer care were hospital related.
The factors leading to delay in the management of breast cancer may ensue before diagnosis or after diagnosis. The factors leading to delay in either of these periods may be patient related or system related (21, 22) . Some recognized subthemes of awareness contributing to delays before diagnosis are poor knowledge about the disease and its clinical features, poor sense of susceptibility, poor sense of fatality and poor knowledge of benefit of screening. After diagnosis, poor knowledge of benefit of screening, poor knowledge of fatality of the disease and mistrust of hospital are factors leading to delays in presentation. The finding in this review showed mostly high level of awareness of breast cancer as a disease entity, high level of perception of severity of the disease and high sense of benefit of screening. The knowledge of the clinical features and the risk factors for BC were mostly low and midrange (Figure 2) . Commenting on the overall aggregate, these findings imply that the information necessary to arm the respondents against late presentation was not really hidden, but the expected behavioral change, i.e. performance of screening, which is expected to promote early detection was low.
In the studies reviewed, many authors who reported high level of other subthemes but low levels of the knowledge of risk reported low level of performance of screening procedures. Likewise, many who reported high levels of awareness of the various subthemes including knowledge of clinical features and risks also reported low level of performance of screening procedures. Most who reported low level of knowledge of clinical features and risk factors blamed the same for low level of performance of screens (23) (24) (25) (26) (27) (28) , while most who reported higher levels of knowledge of clinical features and risk factors reasoned that knowledge was not translated to health seeking behavior (29) (30) (31) (32) . In a simple term, collectively, the rate of performance of screening appeared to be resistant to changes in the levels of awareness or knowledge.This makes us share the view that awareness does not translate into knowledge of risks and knowledge of risks will not automatically translate to positive health-seeking behavior (6, 28, 33) .We also share the view that there are other conditions (third factor(s)) which would be satisfied before awareness and knowledge can positively influence the rate of performance of screening as suggested in the health belief model.
The health care workers among the respondents in the studies reviewed had relatively higher level of performance of breast selfexamination. Others who had been previously recognized to have relatively higher rate of performance of screening were women who had family history of BC, women who had previous history of breast pathologies and women who had been exposed to clinical breast examination (34) (35) (36) . In general, this review suggests a dissociation between awareness and performance of screening.
If the knowledge of clinical features and risk factors carry more weight than other subthemes such as awareness of the entity, awareness of breast self-examination, perception of benefit of screening and fatality of the disease, awareness may be regarded as a foremost factor still propelling late presentation of breast cancer in Nigeria. Nonetheless, more doubts are cast on the leading role of awareness when recent studies suggest fear of mastectomy and other hospital related factors as frequent reasons for delays in management of breast cancer (20, 22, (37) (38) (39) (40) .
In conclusion, our study showed that awareness of BC as an entity and most of the other subthemes of awareness was not low among respondents in the studies reviewed. It also showed that the level of awareness subthemes did not always directly influence the performance of breast cancer screening procedure among the respondents. While awareness themes could still be strong factors, it is paramount at this time, to commit more resources to interventional researches which will bridge the gap between knowledge and positive breast health behaviors. As the knowledge of clinical features and risks were low, we suggest that awareness boosting programs focus more on communicating the clinical features and risk factors of breast cancer.
